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• With a SGDI score of 63%, Swaziland has made notable progress in addressing HIV and
AIDS. The citizen score is 64%.

• Swaziland has the highest HIV and AIDS prevalence rate in the SADC region at 26%.

• The HIV prevalence rate among women is 57% and 43% among men.

• Ninety-five percent of HIV-positive pregnant women access the Prevention of Mother to
Child Transmission (PMTCT) programme. Swaziland ranks first in this category, a tie with
four other countries in the region. This is an improvement from last year's access of 67%.

• Some 58% of the estimated number of women and 33% of the estimated number of men
needing treatment received it. The low percentage of men receiving treatment is attributable
to their poor health-seeking behaviours.

• Thirty-five percent of people infected with HIV and AIDS are receiving treatment.

• The 2007 Demographic Health Survey found that 31% of Swazi children younger than 18
years can be classified as either orphaned or vulnerable.

KEY POINTS

CHAPTER 7

HIV and AIDS

Article 27

Uniting against HIV/AIDS through campaigns in Swaziland. Photo: Courtesy of Swaziland Observer
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The Coordinator of Care, Treatment and Support
at the National AIDS Commission confirms that men
have poor health-seeking tendencies and will only
present themselves for voluntary testing and
counselling (VCT) if they have become extremely
sick. The Swaziland HIV Estimates and Projections
Report (July 2010) states that the number of people
living with HIV continues to increase and the number
of HIV-positive women continues to be higher than
men.

Swaziland adopted the multi-sectoral HIV policy in
July 2006. Section 2.3 on the impact of the epidemic
recognises that vulnerable people - women, children,
orphans, widows, widowers, youth, the poor, sex
workers, inmates and people with disabilities - are
most likely to suffer disproportionately from the
impact of HIV and AIDS.

Table 7.1 shows that Swaziland is ranked at 63% based
on empirical information. The citizen's score is close at
64% and is based on perceptions about the country's
progress in this area.

CSC

63%

4

Table 7.1: SGDI and CSC scores for HIV and AIDS

Scores

Ranks

SGDI

64%

9

Table 7.2 illustrates that there is an
increase on extent of comprehensive
knowledge of HIV and AIDS showing
that the investments on prevention
campaigns are paying off.

In 1999 the government declared
HIV a disaster, resulting in the
adoption of the first multi-sectoral
HIV and AIDS strategy. It outlined
the areas of intervention in the
national response. Currently, the
country is on the third generation
strategy. Stakeholders tasked the
National Emergency Response
Council on HIV and AIDS with
facilitating the implementation of
this strategy.

% men

Table 7.2: Key Gender, HIV and AIDS indicators

Extent of comprehensive knowledge on HIV and AIDS

HIV infection

Voluntary Counselling and Testing

On ARV treatment

HIV positive pregnant women receiving PMTCT

% women

89%

22%

58.2%

69%

87%

9%

33.1%

N/A

Source: UNGASS 2010 Country progress reports; IAS 2009 Fact sheet on HIV and AIDS in sub-Saharan Africa.

The current situation

26%

Bongiwe Gwebu is an HIV-positive
Swazi woman who participated in a
Mothers to Mothers wellness event.

Courtesy of Swaziland Observer

Source: UNAIDS 2010 and UNAIDS 2012.

Figure 7.1: Percentage of population infected with HIV
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response to HIV and AIDS. It obligates all government
ministries and organs, stakeholders and partners to
mainstream HIV and AIDS into their plans and
programmes. Preventing transmission of HIV is one of

Policies

The policy applies to all governmental, other
stakeholders and partners involved in the country's
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• Protection, non-discrimination, non-stigmatisation of
PLHIV and other vulnerable groups;

• Respect for human rights; and
• Compliance with international treaties, conventions

and declarations signed and ratified by government
and national laws (Swaziland HIV Prevention Response
and Modes of Transmission Analysis March 2009).

its specific targets. The guiding principles of this policy
define approaches for implementing the response to
HIV and include the following principles:
• Gender equality and equity;
• Promoting positive cultural practices;
• Full meaningful involvement and participation of

People Living with HIV (PLHIV) and other vulnerable
groups in all issues affecting them;

• Corporate AIDS prevention programme: this is an
innovative package of products and services aimed at
large employers as a tool to ensure support for both
HIV-negative and HIV-positive employees and to
increase productivity by ensuring a healthy, supportive
work environment.

PSI designed the assessment form and shared it with its
departments. Heads of departments completed the form
with the assistance of the HIV prevention manager.
Stakeholders analysed the assessment form, compiled a
report and presented it to the departments. The main
outputs include the formulation of a gender main-
streaming strategy and the provision of gender main-
streaming training for PSI personnel.

Apart from the distribution of condoms in churches  and
schools, the main outcomes have addressed the following
issues:
• Consent for male circumcision is often determined by

fathers;
• Concern over a partner's sexual needs during the

healing period after circumcision;
• Fear of disclosing HIV test results, as it may lead to

gender-based violence;
• Stigma based on cultural and religious beliefs;
• Community perceptions surrounding women carrying

condoms or talking about sex;
• The rights of other groups, e.g the gay community and

sex workers;
• Cultural issues (e.g. burial of foreskin in male circum-

cision); and
• Legal consent, which is a gender issue for women and

children.

Legal frameworks, policies and cultural beliefs or norms
all present challenges. The reports do not have gender
indicators, other than disaggregation of men and women.
Stigma and gender-related legal, cultural and religious
beliefs have been identified as some of the major barriers
to effective implementation of programmes. Strategic
planning in terms of human resources needs to be
strengthened to balance the response to services. The
intervention can be replicated and it is critical for
programmes to identify gender issues in their intervention
in order to identify gender issues that can hinder or
promote their services.

This intervention ensures equal access to HIV prog-
rammes by men, women, boys and girls. It guarantees
the sustainability of programmes, minimises or eliminates
harmful practices that may hinder people from accessing
HIV interventions, and ensures that stakeholders consider
women's and men's issues or concerns in the planning,
implementation, monitoring and evaluation of HIV
interventions.

The project seeks to adopt and implement legislative
frameworks, policies, programmes and services to enhance
gender-sensitive, appropriate and affordable quality
health care (e.g. through condoms and male circumcision).

It assists in the planning and implementation of HIV and
AIDS programmes that integrate approaches to achieve
gender equity or equality. It does this by determining
gaps and strengths in programme design and imple-
mentation, with the aim of ensuring that PSI departments
have been capacitated to plan and deliver gender-sensitive
services. This involves identifying gender indicators in
reporting tools and mainstreaming gender in reporting
mechanisms. PSI has recently been awarded funding
under the Combination Prevention Programme (CPP),
which calls for a strong integration of gender into HIV
prevention. Stakeholders took part in an assessment in
order for the organisation to implement this activity and
inform future programming with the aim of addressing
gender equity in policies and programmes.

The beneficiaries include PSI programmes and (indirectly)
the people with whom they work. HIV testing and
counselling (HTC) is an essential component of public
health attempts to reduce HIV incidence and improve
access to HIV care and treatment. PSI provides HTC services
through networks of directly managed sites throughout
the country. Other components include:
• Male circumcision: findings show that it can reduce the

risk of female to male sexual transmission of HIV up
to 60%.

• Condoms: male and female condoms, when used
correctly and consistently during sexual intercourse,
help reduce the risk of sexually transmitted infections,
including HIV, and unintended pregnancies. PSI uses
private-sector marketing strategies to increase demand
for and access to attractively packaged and affordable
high-quality condoms.
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Population Services International mainstreaming gender into HIV programmes



80   SADC Gender Protocol 2013 Barometer • Swaziland

Prevention

The Protocol requires that by 2015, state parties shall develop gender-sensitive strategies
to prevent new infections, taking account of the unequal status of women, and in particular
the vulnerability of the girl child as well as harmful practices and biological factors that
result in women constituting the majority of those infected and affected by HIV and
AIDS.

11 031 in 2008 to 9999 by 2015. It is also projected that,
moving toward 2015, the gap will narrow between HIV-
positive pregnant women and HIV-positive pregnant
women needing PMTCT.

The policy also recognises the protection and
empowerment of orphans and vulnerable children.

There is a huge demand for
services ,  part icular ly  for
educational, psychosocial,
nutr i t ional ,  health care,
protection and socialisation
p r o g r a m m e s .  T h e  2 0 0 7
Demographic Health Survey
found that 31% of Swazi
children younger than 18 years
have been classified as either
orphaned or  vulnerable.
Furthermore, it revealed that
41.2% of the OVC received at
least one type of support.
Disaggregated, the level of
support is 41.8% for boys and
40.6% for girls.

Figure 7.2 shows that 95% of HIV-positive pregnant
women now take part in a PMTCT programme - an
improvement from the 2012 percentage of 67%.
Swaziland initiated its PMTCT programme in 2003. It
also developed National PMTCT Guidelines and an
operational manual covering the period 2007-2011.

PMTCT coverage currently stands at
95% of the 162 health facilities that
reported provision of PMTCT services.
The country uses the single dose NVP
as the primary method of ARV
prophylaxis. Stakeholders agreed
that the 2010 universal target for
the country should ensure that 80%
of pregnant HIV-positive mothers
access PMTCT. By June 2007, 64.8%
of HIV-positive women received a
course of ARV prophylaxis to reduce
MTCT. Swaziland has surpassed the
universal target.

The number of HIV-positive pregnant
women is expected to decline from

Swaziland needs to accelerate HIV and AIDS prevention
campaigns because of the high prevalence of HIV and AIDS.

Photo: www.avert.org
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Figure 7.2: Percentage pregnant women living with HIV on PMTCT
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The Protocol requires state parties to ensure universal access to HIV and AIDS treatment
for infected women, men, boys and girls.

Treatment

Swaziland started providing ARV drugs in December
2003 and approved guidelines to standardise their
distribution in 2006. By March 2008, 43% of those in
need of treatment had received it: a total of 26 812
people. Some 58% of the estimated number of women
and 33% of the estimated number of men needing
treatment received it. The low percentage of men
receiving treatment is attributable to poor health-
seeking behaviour among men in the country.

Stakeholders had set the national target of people on
treatment in the country in 2008 at 51 000 people: in
actuality, 26 812 accessed treatment (only 53% of the
target). This is partly due to slow roll out of the drugs

to only 15.5% of the public and private facilities with
the capacity to provide ART, as well as 27 outreach sites.
In addition, many people did not know their HIV status.

A number of NGOs have embarked on a MaxART
programme with the Ministry of Health to increase the
numbers of people living with HIV on ART. The strategy
is to reach as many people as possible, particularly men
and adolescents. HIV testing occurs at the chiefdoms,
dip tanks and men's places of employment. This initiative
has seen an increase in the number of people who have
gone for testing. NGOs involved in this initiative include
SAFAIDS, the Swaziland chapter, Clinton Health Access
Initiative (CHAI) and ICAP.

The Protocol requires Member States to develop and implement policies and programmes
to ensure the appropriate recognition of the work carried out by care givers; the majority
of whom are women, to allocate resources and psychological support
for care givers as well as promote the involvement of men in the
care and support of people living with AIDS.

Care work

In 2010, inspired by Article 27(c) of the SADC Protocol
on Gender and Development, Gender and Media
Southern Africa (GEMSA) and VSO-RAISA developed
the Making Care Work Count Policy Handbook. The
objectives of the handbook include to influence the
development, adoption, implementation and
enforcement of policy frameworks that promote the
recognition and support of care providers in the context
of HIV and AIDS, and to promote public engagement
on care work related issues.

The handbook proposes six principles that need to
inform care work policies:
• Remuneration: People doing the work of government

have a right to be financially rewarded.
• Logistic and material support: It is imperative that

care providers have access to care kits as well as other
support, such as uniforms for identification, bicycles,
food packs, monthly monetary allowances, soap, free
medical treatment, financial support for income

generating projects, raincoats, umbrellas, agricultural
inputs, stationery and transport allowances, among
others, to provide quality care.

• Training and professional recognition: Protocols
of training and accreditation should be developed
through a governing body within the country to
regulate and standardise the training.

• Psychosocial support: Care for care providers should
be prioritised with psychosocial support programmes
developed and provided to care providers.

• Gender equality: The gender dimensions of HIV
should be recognised and catered for.

• Public private partnerships: There is a need to
advocate for stronger public private partnerships in
the delivery of PHC services through Care and Home-
Based Care (C&HBC) programmes.

Through community mobilisation, care work can have
a huge impact on various vulnerable populations as
illustrated in the example about the OVC care point.
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The orphans and vulnerable children (OVC) care point
empowers women, men and children. It encourages
women to be independent and motivates them to start
small businesses so they can take care of themselves
and their children. It also ensures that others respect
and observe their rights.

The OVC care point, led by Cindy Nkambule, is essential
in empowering the community and especially children.
The programme educates both men and women about
gender equality and fairness. The OVC care point helps
communities to understand that laws that have abolished
the minority status of women can assist in development
that includes equal participation of both sexes.

It is important that awareness is raised to ensure that
authorities understand that women should participate
in parliament, in senior positions, in royal kraals and
other parts of society. The OVC care point brings the
community together and raises awareness about testing
and treatment for HIV and AIDS. It also educates men
and women about the dangers of sexual violence and
implements policies and programmes to ensure the
recognition of care work.

The OVC care point is affiliated to Community Health
Evangelism (CHE), an NGO which seeks to help
communities spiritually, physically, emotionally and
mentally.  The OVC care point ensures the local
community is informed about changes in the law. It
offers services that deal with gender sensitivity and
address mental, sexual and reproductive health for
women and men. It is important that men fully
understand that equality is not meant to emasculate
them but to ensure that services are provided for both
men and women.

The OVC care point accepts that there is still ignorance
about HIV and AIDS and encourages the community to
gather to hear lectures about how to prevent new
infections. The care point also organises discussions
about the need for universal access to HIV and AIDS
treatment for infected men, women, boys and girls. It
also provides psychological support to those infected
and affected.

Community health mobilisation yields care point for orphans and vulnerable children
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The OVC care centre intends to invite the media in order
to promote women's representation in the media's
ownership and decision-making structures.

The idea for the programme came about after Nkambule
discovered many orphaned and vulnerable children
during a visit to the outskirts of Siteki in the Lubombo
region - mostly as a result of the HIV and AIDS pandemic.
The children had almost nothing to eat or to wear. They
lived eight kilometres from the nearest school. She came
up with the idea of developing an OVC care centre in
the community. However, the group could not
implement the OVC care centre without involving the
community and the elders of the area. The team
approached them and told them about the proposal.
The elders approved the idea and provided the group
with a piece of land for the project.

With the help of CHE, the group trained several
community members using a holistic approach before
sending proposals to organisations asking for financial
help to start building an OVC care centre. Eventually
they began construction of the OVC care point, involving
men and women from the community.

Presently, the children get two meals a day and receive
informal education. The immediate challenge is to
extend the OVC care point garden and to find resources
or income-generating projects that will enable the
community to take care of the maintenance of the OVC
care point and the children it serves. It is hoped that in
the future there will be a primary school, a high school
and a vocational centre.

The overall goal is to bring holistic and sustainable
change to the orphaned and vulnerable children and
their care-givers. A community thrives when its children
have been fed, sheltered, educated, protected, valued
and loved.

The care point's main objectives include provision of
free pre-school education and psychosocial support
(PSS). Other objectives support income generation
initiatives, provide community education to reduce the
perceived stigma associated with HIV and AIDS,
encourage gender equality and improve OVC care.

The beneficiaries comprise the community's orphaned
and vulnerable children. The other main group of
beneficiaries include young mothers who have been
abused or have dropped out of school or been forced
into early marriages because of a pregnancy. In addition,
the community is home to many elderly people who
have been left behind by children who have died, run
away, gone missing or live with HIV and AIDS. Finally,
the OVC gives support to the youth of the community
irrespective of whether they use drugs or are
unemployed.

Tibuyile Dlamini and OVC care point leader Cindy Nkambule receive an
award for their work at the 2013 Swaziland gender summit awards.

Photo: Gender Links
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Table 7.3: Progress in addressing care work in Swaziland

Remuneration

Logistical and
material support

Training and
professional
recognition

Psychological
support

Gender equality

The current CHBC policy calls for a monthly incentive of E200 (roughly USD$25) for Registered Health
Monitors (RHMs). Attempts to integrate Swazi care givers into RHM system are ongoing. More effort
required to secure government subsidies and other support for care givers.
All RHMs and care givers receive CHBC kits and uniforms as a requirement for easy identification within
the community, an identity card, t-shirt, shoes, umbrella, a home-based care kit, and a monthly, monetary
incentive as above. Community care givers are not entitled to this support.
The Ministry of Health and Social Welfare (MOH&SW) last trained care givers in 2005 and training continues
to be the same despite changes in the area of care work. Care work is not recognised as a profession in
Swaziland. Only one training manual and reporting tool exists that is applicable to both government and
independent care givers.
There is no policy document that exists on psychosocial support for care workers. The evaluation report
on CHBC has looked into support for care-givers. MOH&SW requests that all CHBC organisations promote
stress management techniques, help care givers adjust to the pace and approach to work, provide peer
counselling, and establish a support network.
No policy.

ISSUE PROGRESS

Table 7.3 outlines progress on policy and legislative
initiatives to regulate care work in Swaziland based on
information available to researchers at the time of
writing.

Stakeholders have facilitated care work capacity-building
sessions in Swaziland with CSOs. The main components
of these processes included:
• Country mapping and stakeholder analysis;
• Building a coalition;
• Influencing policy uptake and implementation;
• Developing an advocacy and lobbying plan; and
• Monitoring and evaluation.

• Accelerate and intensify prevention in order to reduce
the annual rate of new HIV infections.

• Encourage men to get tested for HIV and access
treatment if needed.

• Implement a campaign to encourage more men to
be involved in home-based care.

• Mitigate the socio-economic impact of HIV and AIDS,
especially among the most vulnerable groups, orphans
and vulnerable children (OVC), PLHA, and their
caregivers and families.

• Lobby for the state to increase budgetary allocation
on HIV and AIDS as a cross-cutting issue.

Next steps
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